Why change is necessary
Chronic pain may be defined as continuous, long-term pain lasting more than 12 weeks or after the time that healing would have been expected 1 . It affects a large proportion of the general population -approximately one in five adults, which is equivalent to 96 million people in Europe 2, 3 . Its impact on individual patients and wider society is considerable: sleep, work and relationships are compromised, depression and anxiety are common, and some patients express the wish to die 3, 4 . The lifetime prevalence of suicide attempts ranges from 5% to 14% in people with chronic pain, and the risk of death by suicide is at least double that in control populations 5 . Despite the significant individual distress caused, however, there is evidence to suggest that the prevalence and societal burden of chronic pain are under-estimated, and that treatment is not always instituted and/or adequate [6] [7] [8] . This is exemplified by findings that the average patient in Europe with chronic pain has experienced the condition for 7 years 9 and around one-fifth (21%) for 20 years or more 2 . The shortfall in care has a particular impact on the elderly population because the prevalence of chronic pain increases with advancing years; 68% of women and 38% of men aged 70 have experienced pain lasting 6 months 10 . The rapid increase in the elderly demographic -the European Commission predicts that almost 25% of the European Union (EU) population will be 465 years of age by 2035 11 -seems likely to exacerbate the problem of unmet need.
Consensus point
Evidence suggests that the prevalence and societal burden of chronic pain are under-estimated, and that treatment is not always instituted and/ or adequate.
Furthermore, the cost to society of sub-optimal pain management is not only measured in terms of individual suffering; there is a financial price to pay. A recent report published under the aegis of the European Federation of IASP Chapters (EFIC) estimated that the overall financial burden in Europe (i.e. both direct and indirect costs) could be as much as E300 billion per year, mostly in the form of lost productivity, social security and welfare payments 12 . This equates to around 1.5%-3.0% of gross domestic product 13, 14 and greatly exceeds the direct cost of pain management, so that improvements in the clinical management of pain could bring significant economic and societal rewards 12 .
When appropriately applied, the comprehensive multidisciplinary management of chronic pain, utilizing a range of strategies and specialist treatments, has repeatedly been shown to be a clinically effective and cost-efficient alternative to single-discipline treatment or usual care [15] [16] [17] [18] . The benefits consistently reported by patients extend not only to pain relief 19, 20 , but also to improvements in physical functioning, quality of life, emotional distress, behavioral outcomes and self-esteem [21] [22] [23] [24] . Although the biopsychosocial model of pain, and the contributions to the patient's condition made by physical dysfunction, beliefs and coping strategies, distress, illness and social interactions are now widely accepted 25 , the corresponding introduction of multidisciplinary teams employing specialist treatments tailored to individual patient needs has not always followed, even in the most advanced countries.
The international Change Pain Advisory Board, comprising pain specialists from Europe and the USA, aims to increase the awareness and knowledge of chronic pain, identify best practice in pain management and provide guidance on the treatment of patients with pain. Regular meetings are held to discuss specific topics and try to achieve consensus on ways of achieving these objectives. On the 29th and 30th November 2013, the Board met to discuss possible reasons for the apparent under-diagnosis and sub-optimal management of chronic, non-cancer pain. To aid their discussion, Board members had the results of a survey of various stakeholder groups in the treatment of chronic pain (including patients, nurses, physicians, psychologists, physiotherapists, pharmacists and funders of healthcare) which asked about any shortcomings in pain management from their individual perspectives, and how these may be addressed. A range of measures and solutions was then assessed, all based upon the patient-focused, holistic and multidisciplinary approach mentioned above.
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Rationale
In order to discover the views of the various stakeholder groups on how the management of chronic non-cancer pain could be improved, and how the best practice could be extended more widely, a literature review was commissioned. This involved searching PubMed, pain society websites and Thomson Research using Boolean operators and a variety of relevant search terms, as well as industry-sponsored reports, patient advocacy information, patient interviews and surveys. The documents accessed covered the years from 2004 to 2013 and focused mostly -but not exclusively -on five major European countries: France, Germany, Italy, Spain and the United Kingdom. Copies of the review report were circulated to Advisory Board members before the meeting. (The list of more than 90 references upon which the report was based is available online as supplemental information.)
Discussion of issues identified by stakeholders
The various stakeholder groups involved in the treatment of chronic pain are known, but the interdependencies between them are unclear. By identifying issues important to each of the different groups, it was hoped to clarify the relationships between them and move towards a more collaborative, holistic approach to managing patients with chronic pain.
Patients
Patients with chronic pain visit a healthcare professional three times as frequently as the general adult population -12 times in 6 months on average 26 . Most have their initial consultation with a general practitioner, but only one in five come away from this consultation feeling hopeful about their chronic pain 3 . In Europe, only 2% of patients with chronic pain report being managed by a pain specialist 2 , even though 68% of respondents to one survey were still in pain for 412 hours a day despite treatment 3 , and 95% of patients in another survey supported by EFIC and the World Institute of Pain remained in moderate or severe pain 1 year after starting treatment 27 . Many patients feel that healthcare professionals lack relevant knowledge about chronic pain, suspecting that they do not receive adequate training in this field, and some patients are skeptical about their doctor's ability to treat it effectively. There is a widely held belief among the patient population that their chronic pain is unavoidable and unmanageable. Recurring themes are that patients are not given enough time to discuss their symptoms, doctors are more concerned with treating underlying conditions than controlling patients' pain, and that physicians are dismissive, appearing to consider patients' pain to be 'all in the mind'.
Thus there is a strong need for doctors to communicate the biopsychosocial nature of chronic pain and the importance of its psychological component, as well as evidence that treating the underlying condition generally has a beneficial effect on pain relief. This problem of poor physician/patient communication compromises the likelihood of developing a common understanding of the patient's condition and realistic expectations of treatment. Effective communication is especially important with respect to the severity of pain, yet a survey of over 1000 primary care professionals across 13 European countries found that only 48% used pain assessment tools, primarily visual analogue scales and numerical rating scales 28 . Even when these tools are used, the results are often not documented in the patients' records 28 (Table 1) . Also, greater involvement of patients' families and carers is needed, together with the provision of support programs.
There is a strong feeling among patients that they should be regarded as credible by healthcare professionals and managed according to their individual needs. Further frustrations are caused by delays in diagnosis and referral, and many patients say they would appreciate more information and advice, both for themselves and for family members. In particular, there is a lack of advice on coping strategies. 
Consensus point
Many patients believe their chronic pain cannot be managed, and the lack of information and advice provided by physicians means this misconception may go unchallenged, particularly as there is a lack of defined patient pathways and transferral algorithms.
Physicians
In most European countries, pain medicine does not exist as a specialty or at least a sub-specialty, so the qualifications and definition of a pain specialist remain arbitrary and obscure. The continuing lack of generally accepted curricula for education in pain medicine means that this situation must be accepted. Nevertheless, there are physicians who specialize in pain medicine, and their dissatisfaction with the management of chronic noncancer pain in Europe is well established 2, 28, 29 . Many primary care professionals believe that pain management is inadequate largely because it has a low priority within healthcare systems 28 , with too few resources being directed towards chronic pain prevention and providing adequate treatment that follows defined patient pathways based on best practice models. Also, early diagnosis and intervention is crucial, but non-specialists' lack of training means that acute pain is often not optimally treated and progresses to chronic pain which, in turn, is also inadequately diagnosed and managed 30 . Pain specialists attribute ineffective care mainly to non-adherence to evidence-based treatment, sub-optimal prescribing and a lack of effective treatments for difficult and mixed pain conditions. Although many patients with chronic pain are treated in general practice -and this will continue -the situation is exacerbated by a widespread shortage of pain specialists in most countries (e.g. one for every 32,000 people with pain in the UK 31 ) and psychologists, as well as the lack of evidence-based practical guidelines for managing different types of chronic non-cancer pain. Furthermore, chronic pain continues to be generally regarded as a symptom, rather than as a disease in its own right (as stated in EFIC's 2001 Declaration on Pain 32 ). As it does not currently have a World Health Organization (WHO) International Classification of Diseases (ICD-10) code, it is not officially documented, does not appear in health statistics, or in reports for insurance company decisionmakers, health authorities and political bodies. Furthermore, these conditions are not adequately remunerated in public healthcare systems. This creates a vicious circle, because treatment that is not remunerative is less likely to be carried out or fostered by institutional and private service providers.
Consensus point
Outside pain medicine, chronic pain has a low priority within healthcare systems, partly because it does not have a code in the World Health Organization (WHO) International Classification of Diseases, and also because the mechanisms underlying the transition from acute to chronic pain are still poorly understood.
Medications with a better balance between efficacy and side effects are required, which would allow patients to enjoy a better quality of life 33 . In particular, many drugs currently prescribed for treating neuropathic pain are not licensed for this indication 34 although they are recommended by expert guidelines, which could be problematic. Many clinicians in Europe do not fully appreciate the complexity and care required in prescribing strong opioids to treat chronic non-cancer pain, with the consequent risk of inappropriate over-or under-prescription 28 . This differs from the current situation in the USA, where -mainly because of a liberal prescribing policy -the diversion and misuse of prescription opioids has become a matter of public debate and political concern.
Nurses
Nurses often have the closest contact with patients, yet they feel that this frontline role is not always recognized and that they could contribute more to chronic pain management by providing support for patients and clinicians, who could then focus on more complex cases. For example, improving their knowledge of pain therapy would enable them to give more comprehensive advice on the importance of adequate medication, and encourage treatment adherence. In many countries, healthcare professionalsincluding pain physicians, psychologists and physiotherapists -have endorsed such a change and regard nurses as having a significant role in pain management programs (PMPs) 35 . Currently, nurses are often the first healthcare professionals to learn of inpatients' pain problems, but have limited opportunities to act because of the legal and administrative restrictions on their profession in many European countries.
Pharmacists
Pharmacists can advise pain patients on a range of topics (including medication, potential drug interactions and side effects) and they are frequently consulted by patients about pain, yet pharmacists' skills are often not fully utilized 36 . One particular responsibility is to provide advice and guidance on the use of over-the-counter (OTC) analgesic agents. Many of these are non-steroidal anti-inflammatory drugs, which have a risk of severe side effects such as gastrointestinal bleeding, renal failure, strokes and myocardial infarction. Owing to their current incomplete understanding of chronic, non-cancer pain conditions and multimodal pain management concepts, additional education and training is required with regard to pain -especially in unprejudiced opioid use and patient self-management -in order to increase their professional ability and confidence.
Physiotherapists
Physiotherapists typically receive many more hours of pain-relevant training than medical students, yet few patients with chronic pain are referred for physiotherapy 37 , and in Europe only around 20% have physiotherapy as part of their treatment 12 . Also, patients want personalized care and to be involved in the evaluation of their treatment. In addition to their primary role of restoring physical functioning, physiotherapists are ideally placed to provide reassuring advice, explanation and education, as well as encouraging an early return to normal activity 38 and identifying psychosocial problems. Their input -in close collaboration with other health disciplines, occupational therapists and social workers -could play a major part in biopsychosocial rehabilitation. However, they require additional training in the multifaceted nature and multimodal management of chronic pain, especially with regard to appropriate medication use, pain mechanisms, and the importance of an early multidisciplinary approach 39 . Self-management strategies, in particular, require a good working relationship between patient and physiotherapist, and can be highly effective 40 . One barrier to greater involvement is availability: in some countries, most physiotherapists are in private practice and have limited opportunities to participate in multidisciplinary teams.
Psychologists
The multidimensional, biopsychosocial nature of chronic pain means that all relevant forms of intervention are required to prevent and treat it 41 . Integrating psychological therapy is recognized as being effective 42 , yet it may only be considered once pharmacological treatment has failed to provide adequate relief 41 -too late for many patients -despite the fact that the biopsychosocial model of pain strongly implies that somatic and psychological therapies should be administered simultaneously. This may be partly because few clinical or health psychologists currently work in the primary care of pain patients 35 , and also because physicians are not fully aware of the benefits of psychological therapy in managing chronic pain. Moreover, many patients may be unwilling to accept that psychological care has a valuable role in the development of coping strategies, seeing it as a personal failure that implies their pain is 'all in the mind'. Conversely, some psychologists may pay insufficient attention to the somatic element of therapy. An additional factor is that some guidelines have no recommendations on which psychological interventions should be considered for which specific problems, and some are not applicable to modern interventions employing a biopsychosocial approach. High quality evidence-based guidelines are needed 43 that offer a more holistic, biopsychosocial approach, and provide advice on the optimal format, content and duration of such treatment.
Consensus points
Psychological therapy is recognized as being an important component of pain management, yet is often considered only when pharmacological treatment has failed.
Physiotherapists and psychologists should be involved in decision-making for managing chronic pain, and their roles within multimodal pain management defined more clearly.
Payers
Purchasers of healthcare (e.g. health ministries, insurance companies, governmental bodies) provide the financial impetus for healthcare systems, and are faced with annual increases in the cost of medicines, devices such as pumps and stimulators, and non-pharmacological interventions, as well as inpatient and outpatient services. They focus very much on the cost of medicines and are apprehensive about the rise in total expenditure that would result from treating those patients with chronic pain who are currently under-diagnosed and under-treated. However, the indirect costs of the present situation to both themselves and society are not taken into account. Payers would prefer pharmaceutical companies to focus less on promoting their products to physicians, and more on clinical conditions and the organizations paying for treatment. The need for new analgesics is recognized, but these must demonstrate both superiority over current gold standards and acceptable cost-benefit profiles. A standardized diagnostic system and defined treatment pathways are required. These would enable clinicians to properly diagnose and manage pain, make appropriate and economical treatment decisions, and thereby simplify administration, reduce the cost of healthcare systems and improve standards in many countries 44 .
Addressing the issues
Undergraduate and postgraduate education and training
Many of the issues relating to physicians -such as insufficient knowledge of pain medicine among non-pain specialists, which is a major barrier to optimal pain management 45 -can be tackled by improving medical training, both at undergraduate and postgraduate levels. For example, during undergraduate education in the UK the median time spent on pain management by a medical student is 13 hours, sometimes as little as 6 hours, and it is taught piecemeal rather than as a discrete subject 46 . Pain medicine should be made a compulsory core subject of the medical curriculum in order to increase awareness and understanding of chronic pain, improve diagnostic and therapeutic skills, reduce the burden of suffering and improve patient care. EFIC has recently developed a Core Curriculum for Undergraduate Education in Pain Medicine and has called for a framework of training and certification standards in chronic pain to be established, incorporating: i) a core curriculum of basic and applied knowledge of pain; ii) a 'toolkit' of pain management resources; and iii) a recognized professional certificate or diploma in pain medicine 47 . Widespread lack of awareness of the magnitude and impact of chronic pain among general practitioners and other non-pain specialists should also be countered, by encouraging them to participate in relevant Continuing Medical Education (CME). Examples include the biennial EFIC Pain in Europe Congresses, the international EFIC Pain Schools, the International Association for the Study of Pain (IASP) curricula on acute, chronic and cancer pain for physicians and other healthcare professionals, and the Pain Education Program which is part of the Change Pain initiative.
Patient care could also benefit from improved training for other members of the multidisciplinary team. For example, linking patient narratives with a better understanding of chronic pain could improve nursing practice 48 . Nurses could also provide web-based counseling and follow-up self-management support for patients with chronic pain, using text-based communications and instant messaging. In a 4-week pilot study of such a system, patients reported it to be both motivating and supportive 49 . Most pharmacists believe they would benefit from additional education and training, particularly in two specific areas: advising patients on self-medication for (mainly acute) pain, and the use of opioid analgesics for managing chronic pain (in accordance with physicians' instructions) -consideration should be given to making appropriate pain management education in this area mandatory 50 . Physiotherapists receive many more hours of pain-relevant training than medical students, and they could be more heavily involved in multidisciplinary pain management, especially if given additional instruction on topics such as shared decision-making with patients 51 , interaction behavior modification therapy 52 , and the impact of their own beliefs and attitudes on patients 53 . Cognitive behavioral therapy (CBT) has emerged as the non-pharmacological treatment of choice for chronic pain 54 and psychologists could benefit from broader education in specific CBT techniques -such as coping skills training -to help patients with self-management of their condition.
Consensus point
Additional standardized and structured education and training is required for all members of the multidisciplinary pain management team (i.e. physicians, nurses, physiotherapists, psychologists, pharmacists) at both undergraduate and postgraduate levels.
Diagnosis and treatment planning
Good physician/patient communication and the establishment of trust are essential for accurate assessment and diagnosis. In consultations, a patient-centered approach should be used that incorporates active listening, use of lay language and correcting patients' misconceptions, in order to reduce non-adherence and improve prescription effectiveness 55 . Evidence-based written information should be provided that is relevant, jargon-free and understandable, such as that available from EFIC as part of the European Year Against Pain (EYAP) awareness campaign. This type of authorized, expert-derived communication can help to provide reliable and sound guidance for pain patients, who otherwise may be confused -or even misled -by the explosion of unbalanced, biased and unsubstantiated details relating to chronic pain found on the Internet.
Patients should be offered the opportunity to participate in decisions about their treatment 55 ; this has been shown to be highly effective as they gain a sense of control over their lives 40, 56 . Those patients who are interested in finding out more about their condition can be told how to access self-help groups, professional articles and relevant authorized and trustworthy websites.
More extensive use of standardized pain assessment tools would give a greater insight into patients' pain and can provide much valuable information during treatment. Physicians require pain tools that are quick and easy to use. The simplest are one-dimensional instruments such as visual analogue scales and numerical rating scales, which only measure the intensity of pain. More information can be obtained by using multidimensional instruments.
Examples include the Change Pain Scale, which records not only the current and target pain intensity but also the improvements required in six key parameters that affect quality of life 57 , and the McGill Pain Questionnaire, which quantifies the patient's subjective pain experience from an intensity scale and three categories of word descriptors 58 . The DN4 (Douleur Neuropathique 4) questionnaire can be useful for distinguishing neuropathic from nociceptive pain 59 . In approximately 60% of patients with neuropathic pain, the pain is consistently localized to a circumscribed area 60 and a Localised Neuropathic Pain (LNP) Screening Tool has recently been developed by a panel of international experts for general practitioners. Four key questions about the patient's history, pain distribution and symptoms indicate a diagnosis of neuropathic pain/LNP. These instruments facilitate the setting of individual treatment targets and subsequently measuring progress towards them 57 , but both patients and physicians feel that additional training on their use is required 28 . The roles of other members of the multidisciplinary team in the process of diagnosis and treatment planning could be extended. For example, nurses can play a useful role as the 'bridge' between the physician and patients (who are often more at ease with nurses than clinicians) by conveying important information about the treatment plan. Similarly, psychologists can provide valuable input about the patient's mental condition and help selfreporting in patients who lack verbal skills, and -along with physiotherapists -have an important role in rehabilitation. Community pharmacists could potentially reduce the use or over-use of inappropriate over-the-counter or prescription medicines.
Integrating a range of healthcare professionals into multidisciplinary pain management teams with effective channels of communication can lead to greater efficiency, enabling referral, diagnosis and intervention to be streamlined. This not only avoids the delays which cause frustration among patients, but helps to prevent deterioration in their condition. Evidence suggests that in people who wait 6 months for treatment, quality of life and psychological wellbeing decrease, and they experience depression 61 . To put this in perspective, chronic pain sufferers in Europe currently wait an average of 2.2 years between seeking help and receiving a diagnosis, and a further 1.9 years before it is adequately managed 61 . Thus there is considerable room for improvement.
Long-term management
Essentially, long-term management involves a switch from focusing on cure to focusing on care and rehabilitation. For many chronic pain patients, optimal management requires appropriate behavioral therapy, as well as input from a broad range of different healthcare professionals 62 .
The multidisciplinary team structure varies considerably, but might comprise pain specialists, specialist pain nurses, a primary care physician, clinical psychologist, physiotherapist, occupational therapist and sometimes a specialist pharmacist, with access to other specialists such as a neurosurgeon, psychiatrist, rheumatologist, orthopedist and neurologist 47 . Team members should establish or follow existing clear management pathways for patients with chronic pain, and intervene early to prevent psychological co-morbidities and costly complications 47 . However, in most countries pain medicine and pain specialists have not yet been defined or officially recognized within the corresponding healthcare systems.
Consensus point
Optimal management of chronic non-cancer pain requires the structured and recognized education of pain specialists, recognition of pain medicine, and a holistic multidisciplinary team approach with appropriate behavioral therapy.
The focus should shift to managing the patient's pain as well as treating the underlying condition. This approach offers the rapid initiation of evidence-based therapy according to individualized treatment plans, utilization of a wide array of pharmacological and nonpharmacological treatment options, and continuity of care delivered in a programmed and co-ordinated manner 24 . Reductions in pain intensity have been demonstrated following multidisciplinary treatment for various chronic pain conditions, including low back pain 19, 63 , fibromyalgia 64 and temporomandibular disorders 65 . Furthermore, pain relief is accompanied by improvements in physical functioning, quality of life, emotional stress and behavioral outcomes 24 . There are multiple guidelines for specific pain conditions, but no universal guidelines for the management of chronic non-cancer pain as there are for cancer pain. Some European countries, such as Germany, Ireland and France, have introduced national strategies and frameworks for managing chronic pain, but there remains a need for clear directives, incentives for implementation and a coordinated approach, to ensure engagement with these important initiatives 47 . The SIAARTI recommendations in Italy cover the clinical assessment of patients with chronic non-cancer pain, as well as its pharmacological and non-pharmacological treatment 66 . In the UK, the British Pain Society has developed a number of evidenceand expert consensus-based care pathways aimed at establishing best practice in the assessment and management of chronic pain, as well as underpinning quality standards 67 . Different pathways cover the initial assessment and early management of pain, low back and radicular pain, chronic widespread pain, neuropathic pain and chronic pelvic pain. These could serve as a template for other countries and organizations to devise their own pathways, with the aim of improving clinical outcomes and the patient experience 67 .
Universal clinical guidelines and defined treatment pathways are required for the efficient management of chronic non-cancer pain.
With regard to medication, new effective treatments are required with better response rates, fewer side effects in long-term use, and improved tolerability in elderly patients. A low potential for drug/drug interactions is also important, as pain rarely manifests as a single symptom and co-morbidities must be treated simultaneously. However, it is important to note that many new therapies are simply reformulations of existing analgesics, and agents that utilize a completely new mechanism of action are required. Pain management programs (PMPs) are a form of rehabilitative treatment based on CBT, in which the primary goal is not pain relief, but teaching patients how to manage their pain. Delivered by a multidisciplinary team in a group setting, PMPs incorporate education on pain physiology, pain psychology, healthy functioning and self-management, as well as ways of identifying and changing unhelpful beliefs, and relaxation 68 . Members of the team might include a pain specialist, physiotherapist, psychologist, pharmacist, occupational therapist and nurse. A rehabilitation specialist may also be included, especially in cases of physical limitation or impairment. PMPs may be offered in primary or secondary care, and there is good evidence for their efficacy in improving pain experience, mood, coping, negative outlook on pain, and activity levels 35, 69, 70 . Input from a physiotherapist and clinical or health psychologist has been identified as a key factor 35 . Interactive Behavioral Modification Therapy (IBMT), a physiotherapist-led group intervention also based on CBT principles, has been shown to reduce fear of movement and catastrophizing, and increase functional self-efficacy, leading to improvements in pain levels, disability and depression 52 . Erroneous beliefs about illness and rehabilitation can be corrected by physicians and psychologists, and even simple psychological principles and techniques can divert some patients from a course of increasing disability 71 . The most common form of CBT used by psychologists is coping skills training, but some therapy programs address specific problems, such as sleep disturbances and fatigue, or addiction control. Building good coping skills enables patients to enjoy a better quality of life despite their pain, which often decreases because they become fitter, happier and more active. Chronic disease management also requires effective communication with the patient's family and/or carers, who may require information on how best to support the patient in daily life. In Sweden, for example, programs have been designed exclusively for relatives and carers, and the community-based primary care system is supported by a flexible hospital system.
Developing political momentum is essential
The changes that are necessary in order to improve the management of chronic pain will not be implemented unless they have political backing. Today, chronic and recurrent non-cancer pain has a low priority within healthcare systems, largely because it is generally regarded as a symptom -not as a disease in its own right, as stated in EFIC's Declaration on Pain launched at the European Parliament in 2001 32 . As previously mentioned, one major reason for this low profile is the lack of a WHO ICD-10 code, the standard diagnostic tool for epidemiology, operational and strategic planning, resource utilization, performance management and reimbursement. Instead, pain is fragmented all over the coding system as a sub-specifier of other diagnoses. This is a major barrier to the recognition of chronic pain. From the political perspective, medical conditions without an ICD code do not exist and are not considered relevant; therefore they do not require political attention or action, appropriate treatment resources, or dedicated and standardized professional training, and they are not incorporated into most reimbursement systems. The ICD-10 is currently undergoing revision and the new Internetbased ICD-11 will incorporate a virtual chapter of all pain diagnostic codes, as a result of the involvement of the IASP and EFIC. This is considered a necessary precondition for evidence-based clinical management programs, integration of pain management into healthcare and compensation regulations, and stimulation of focused research. The WHO is closely collaborating with an IASP-funded international taskforce to develop this chapter, which is expected to include sections on oncological, post-surgical, musculo-skeletal, visceral and neuropathic pain conditions, plus a cross-reference to the existing headache chapter.
Consensus point
Chronic and recurrent non-cancer pain must be recognized in the new ICD-11 coding system. This is a prerequisite for increased public awareness, political support, and action at regional, national and European levels.
The 2002 European Charter of Patients' Rights 72 aims to ensure high quality healthcare services and specifically includes the ''right to avoid unnecessary suffering and pain''. There are also national charters, such as the Charter of Rights for People Living with Chronic Pain in Ireland 73 and the Charter of Rights against Unnecessary Pain in Italy 74 , which focus solely on preventing unnecessary pain. The 2010 introduction of Law 38 in Italy placed a legal obligation on healthcare professionals to provide access to pain therapy and palliative care, and to record ''the characteristics of the monitored pain and its evolution during hospitalization, as well as the analgesic technique and drugs used, the relevant doses and the analgesic results achieved''. A number of initiatives aim to ensure that these standards are established and upheld much more widely than at present, by petitioning and exerting pressure on national and international policy-making bodies.
The Societal Impact of Pain (SIP) initiative introduced by EFIC is an international multi-stakeholder collaboration aiming to: i) proclaim adequate pain management an ethical duty for all caregivers and health institutions, ii) make chronic pain management a priority with governments and health providers, iii) raise awareness of the human and economic cost of under-treated chronic pain, and iv) establish an EU platform for all stakeholders and member states, and use it to define high-quality management of chronic, non-cancer pain, develop quality indicators for pain management, and share best practice.
To date, one SIP focus group has drafted an initial set of evidence-based indicators of good quality pain management, comprising structural, process and outcome indicators, which will be further enhanced 75 . A second focus group has developed a Proposal for Action 76 , which outlines best practice for the reintegration of patients with chronic pain into the workforce, and calls upon European governments to embrace measures ranging from early intervention of stakeholders to patient education programs. SIP is also participating in the European Innovation Partnership on Active and Healthy Ageing, a collaboration of stakeholders facilitated by the European Commission, which tackles societal challenges through research and innovation. The ultimate objective is to increase the average healthy lifespan by 2 years by the year 2020. A working group on pain management and palliative care has been established, to identify ways of making these services more integrated and more efficientphysicians are invited to submit examples of best practice to the working group for evaluation.
The Pain Patients Pathway Recommendation Project is a collaboration between patients (Pain Alliance Europe), citizens (Active Citizenship Network) and industry (Grünenthal GmbH), which aims to develop a strong advocacy group for pain patients and to encourage the active participation of citizens in relevant European and national policy-making 77 . The project has surveyed ministries of health, citizens' organizations and health professionals in 20 European countries and found that patients' right to avoid unnecessary suffering and pain is not widely respected 77 . Recommendations for improving the management of chronic non-cancer pain have been developed and published, which will be presented to European, national and local institutions. Among other things, they urge policy makers to incorporate pain education into basic training for medical students, to increase public awareness of chronic pain and make it a health priority, to support the creation of networks to share good pain therapy practice, and to stimulate relevant research.
The Painful Truth campaign was launched to build awareness of the issues facing people with chronic (noncancer) pain, to improve the diagnosis of chronic pain, and to enhance access to innovative and cost-effective treatments 3 . A collaboration between Action on Pain (UK), the Spanish Association for Pain Patients (Sine Dolore) and the German Pain League (Deutsche Schmerzliga), and sponsored by Boston Scientific Ltd, it has published the results of a survey into the prevalence and impact of chronic pain in five European countries 3 . It was found that only around one-third (36%) of chronic pain sufferers were satisfied with their pharmacological treatment, and that two-thirds (68%) remained in pain for 12 hours a day despite treatment 3 . The organizations involved are calling for all European governments to develop national plans for chronic pain that include: i) the provision of comprehensive information about all treatment options, ii) tools to aid prompt diagnosis, and clear referral pathways, iii) evaluation of new technologies, iv) improved access to treatment, v) enhanced training for healthcare professionals, and vi) support for chronic pain organizations 3 . A similar call to action has been made by OPENMinds (Opioids and Pain European Network of Minds), a group of leading European experts who specialize in pain management and research, in its White Paper of 2011 78 . After providing plentiful evidence of the human and financial cost of chronic pain, it points out that most countries either have very inadequate policies regarding the management of pain or no policy at all. Also, widespread severe restrictions on the availability and accessibility of opioids and other essential medications constitute a barrier to optimal pain management 78 . Accordingly, it has called upon European governments to work towards implementing a number of strategies, including: i) making the prevention and management of chronic severe pain a health priority, ii) allocating adequate resources for the education and training of qualified personnel, iii) establishing interdisciplinary pain clinics and centers, iv) ensuring the availability and affordability of pain-modulating drugs and interventional equipment, and v) promoting and supporting research into many aspects of pain and its treatment 78 .
Conclusions
A substantial body of evidence suggests that chronic pain appears to be under-diagnosed and under-treated, at considerable cost to the individuals involved and to society in general. The biopsychosocial model of pain implies that optimal management requires a multidisciplinary team approach with good lines of communication, as well as input from a range of properly educated, specialist healthcare professionals. Stakeholders in the provision of pain management -from patients to payers, physicians to psychologists -have very different perspectives, and have identified numerous ways in which it could be improved. Foremost among these is additional education and training for physicians and other team members, but other important measures include chronic pain being recognized as a disease in its own right, the development of universal guidelines for managing chronic non-cancer pain, and the adoption of a patient-centered approach. Perhaps the greatest barrier to improvement is lack of political will at both national and European level, but powerful initiatives and collaborations play a vital role by lobbying national and international policy-making bodies to raise standards and reduce unnecessary pain.
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